A V, a widow now aged 63 History: In 1932 this woman developed polyarthralgia, weight loss, lethargy, transient right VII cranial nerve palsy, and bilateral iritis resulting in blindness of the right eye. She recovered from this acute illness and remained well until 1950, when she developed swollen tender fingers. In 1951 a chest radiograph showed bilateral pulmonary infiltration; a Mantoux test was negative. In 1953 she noticed that her nose was becoming red and swollen and since 1954 the sight in her left eye has deteriorated and she has become increasingly dyspnoeic on exertion. On examination: She is totally blind with gross bilateral corneal scarring and cataracts. Her nose shows the violaceous swelling of lupus pernio (Fig 1) . She has slight facial asymmetry following the VII nerve palsy. Her hands and feet are cold and the fingers spindle-shaped with swelling of the proximal interphalangeal joints. On auscultation of the chest she has bronchial breathing over both upper lobes. Investigation: X-rays of the hands reveal punchedout cystic lesions and lacework trabeculation of the phalanges. Bilateral upper zone fibrosis is evident in the chest radiograph. Biopsy of the nasal mucosa shows sarcoid tissue. Current investigation reveals no abnormality of calcium metabolism, serum globulin pattern, serum alkaline phosphatase or uric acid levels.
Treatment: Initially the iritis was treated with atropine eye drops and the lupus pernio with radiotherapy. The introduction of corticosteroids was too recent to prevent blindness or alter irreversible pulmonary fibrosis but their systemic administration has relieved joint swelling and stiffness and also shrunk the lupus pernio. Oral steroid therapy has been reinforced by local corticosteroid ointment and intralesional triamcinolone hexacetonide; and chloroquine has still further reduced swelling and discomfort in her nose and joints.
Discussion
In sarcoidosis bone cysts frequently occur with skin lesions, most commonly lupus pernio (James 1959). Both lesions are characteristic of chronic sarcoidosis and it is therefore in keeping that our patient also has chronic pulmonary and ocular fibrosis. Thirteen patients with lupus pernio have been investigated in our Sarcoidosis Clinic at the Royal Northern Hospital; 8 of these have bone cysts, compared with bone cysts in 7 of 62 with other skin lesions or 19 of 422 (4 5 Y.) in the whole series.
Corticosteroids have changed the natural history of ocular sarcoidosis and in many patients prevented blindness; unfortunately in our patient ocular symptoms antedated corticosteroids. Ocular involvement is an accepted indication for steroid therapy but its value is less well defined in other manifestations; we are at present conducting a controlled double-blind trial to compare the value of steroids with that of oxyphenbutazone and a placebo in pulmonary sarcoidosis.
The multisystem nature of sarcoidosis is well illustrated by our patient who has involvement of lungs, eyes, skin, bone and nervous system. Histological confirmation is easily obtainable in patients with lupus pernio by biopsy of nasal mucosa which shows discrete follicles with palestaining epithelioid cells and multinucleate giant cells but with little or no central caseation; hyalinization and fibrosis indicate a chronic process.
She has a negative Mantoux reaction illustrating depression of delayed-type hypersensitivity, a feature observed in 216 of 408 (53%Y.) of our patients with sarcoidosis, but this is not, of course, unique to sarcoidosis. REFERENCE James D G (1959) Quart. J. Med. 28, 109 The following cases were also shown:
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